INTRODUCTION
There has been an increased attention paid to health promotion & disease prevention activities in the elderly because of economic, medical & social concerns. [1] [2] [3] Increased attention to health promotion and disease prevention are important for the appropriate care of the elderly. With the increasing life expectancy, a focus on preventive measures to decrease morbidity and improve quality of life in old age has also developed. To that end, health behavior and lifestyle have become important areas of concern over the last 20 years. 4, 5 In early 1970s, Belloc and Breslow identified a list of seven health practices which were associated with health status: having never smoked, drinking less than 5 drinks at one sitting, exercising, sleeping 7-8 hours a night, maintaining desirable weight for height, avoiding snacks & eating breakfast regularly. 6 Additional investigations has supported the importance of smoking, drinking, exercise & weight control. [7] [8] [9] More recently, other general health practices have also been suggested as important: maintaining a balanced diet (fruits, vegetables & whole grains but limits on caffeine and salt intake) has been suggested as important health practices and maintaining social networks. [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] Social factors lay a significant impact on the health practices. This study was therefore taken up to study the above factor and draw conclusions Aims and objectives 1. To study the various health practices of the elderly 2. To find out association between the socio demographic features and the prevailing health practices
METHODS
A Cross sectional analytical study was carried out. All the subjects were interviewed personally to know the details and were treated with due respect after a consent. Out of all the talukas in rural Surendranagar, Sayla was selected randomly after which Sayla village was selected in a similar manner from all the villages in the taluka. Out of the total estimated geriatric population of the village (which was 7%), 3 % was selected as the sample which came to 306. The mean age of the subjects was 68 ± 7.5 with the median age of 65.
RESULTS
In the rural area as shown in the table, there were 47.1% males and 52.9% females. Majority (39.21%) of them were in the age group of 65-75 yrs followed by those in the age group 75-100 (33.34%). In the age group of 70-75years however, the males were more as compared to females.
Only about 54% of the subjects in the rural areas were from Open Category, followed by ST (17%) and SC (16%). Almost 13% of the subjects in rural areas were from OBC caste.
In the rural areas, about 9% of the males were from professional class of occupation. About 24.3 % were unskilled workers and nearly 33% of them unemployed. Majority of females (81.48%) were unemployed presently. About 87.5 of the males and 14% of the females who were unemployed presently were employed somewhere in the past. Nearly 81% of the females were illiterate and among the illiterates, 75% were females. Only 31% of males and 13% females had attended primary school while 15% male and only 6% females had education upto middle school. No female in rural areas had education above middle school while amongst males, 12.5% had high school education, 2.08% had intermediate diploma and 9% were graduates.
In the rural, there were 67.32 % subjects who were married whereas 29% were widow/widower. Out of these 80% were females. Majority of the families were 3 generation (44%) followed by joint families which accounted to nearly 36% of the total families.
Ta ble 5 : D i str ib utio n o f t he fa mi l ie s a cco r di ng to t he ir s o c i a l cla s s (M o di fie d
Pra sa d Cla s sif ica t io n 2 0 0 9 ).
Social Class Rural (N=190)
Number Percentage About 51.38% of the males and only 3.7 % of females were financially independent. Nearly 16% of subjects were partly and 58% were totally dependent on someone.
When asked about the details, the subjects were predominantly dependant on their children (mainly sons).
It was interesting to know that nearly 81% of the subjects were staying with children, which shows the still persisting Joint family system in rural India. To assess the health practices, several variables were taken into consideration. In each of the variable, score was assigned to the good, average and poor health practice.
After this a total to the score of each subjects assessing all variables was computed and then the subjects were generalized as having good, average or poor health practice. It can be seen from the above table that as the sample was from rural area, the quality of the self care and health practices among them was predominantly poor with a majority of them showing poor health practices (58%). Nearly 28% showed average and a meager 14% showed good health practices.
To assess the impact of social factors on health practices, all of the above factors were analyzed & association was sought using chi squared test at 5% level of significance.
It was seen that the higher social class (Class 1 & 2) had better health practices than the lower class. Those employed as professionals (Professional & business class) also had much better health practices as compared to labor class & the unemployed. Those educated upto higher secondary or more had better health practices as compared to those educated upto primary or illiterate. Nearly 80% of the subjects were from Joint or 3 generation families and they showed better health practices than those living in nuclear families.
The financial status of the elderly also had a significant impact showing that those who were independent showed better health practices.
Marital status had no impact on health practices and showed not significant association.
Those staying with children had better health practices than those not staying with them.
Nearly 55% of the subjects were suffering from a disease and majority of them were either not taking treatment regularly or visiting health centers for obtaining regular follow-up and medical attention. This reflected poor health practice and compliance among the elderly in the area.
DISCUSSION
In the present study, nearly 27% of the respondents were aged below 65, which is lower than similar study conducted by Mahjabeen Sultana Begum where 53% of the respondents were from that age group. 20 In the same study nearly 67% of the subjects were married and out of them 14% were living with spouse. This is similar to the present study. In the present study, nearly 80% of the subjects were staying with children which is similar to above study where 86% were staying with children. This explains the still persistent Joint family system found in two countries.
In the same study, 67% of the subjects were health conscious and had good health practices which is very low than the present study. This difference could be because the formal is a hospital based study as compared to present which is a community based study. Another hospital based study carried out by Jabeen et al showed similar findings to the mahjabeen study. 21 In a study conducted by Lubben et al, it was found that Smoking, lack of exercise and weight problems were significantly high, this was similar to the present study.
The study has highlighted the importance of social factors which can influence the health practices of the elderly. The financial and educational status had a significant impact over the latter, which shows the pressing need of education right in the formative years of the upcoming generation. The study reiterates one of the major advantages of the Joint family system i.e. family members caring for the elders which are shown by their better health practices than the nuclear family counterparts.
CONCLUSIONS
The Health practices of the elderly can be improved upon by large scale health education programmes which can be targeted on the age group. Patient compliance improvement can be achieved by explaining them about the disease and treatment protocol in detail at the time of their health visit.
Establishment of geriatric clinics in rural areas is the need of the hour and must be pushed up in the priority list of the government interventions. Training of health staff including medical officer and health workers regarding various health problems of the elderly is reiterated as they can play a pivotal role in improving their health practices and educating them.
